To aid general practitioners and other non-psychiatrists in the better recognition of mental illness short scales measuring anxiety and depression were derived by latent trait analysis from a standardised psychiatric research interview. Designed to be used by non-psychiatrists, they provide dimensional measures of the severity of each disorder. The full set of nine questions need be administered only if there are positive answers to the first four. When assessed against the full set of 60 questions contained in the psychiatric assessment schedule they had a specificity of 91% and a sensitivity of 86%.
Introduction
Psychiatric disorders in general medical patients often go undetected. [1] [2] [3] [4] [5] [6] [7] Recent research into ways of training general practitioners in the better recognition of psychiatric illness89 has been based on full assessments, which have usually entailed administering long research interviews. It is unrealistic to expect clinicians to ask so many questions, many of which may be unnecessary.
Latent trait analysis, developed by Rasch,'°offers the potential for refining instruments to detect psychiatric disorders in general medical settings." This method of analysis provides an intuitively acceptable picture of the relation between symptoms and underlying disease processes. It is possible to calculate two characteristics about each symptom measuring a particular dimension, the "threshold" and the "slope." The threshold of a symptom is that point on the latent trait where probability of having the symptom is 0 5 and is thus a measure of severity of the symptom. It follows that symptoms with higher thresholds are less common than those with low thresholds, so that arranging the symptoms in order of increasing threshold reflects their increasing importance as indicators of the latent trait. The slope measures how well the symptom discriminates between subjects at such a threshold: a symptom with a high slope will have a great change in frequency of occurrence for a fairly small change in the value of the underlying trait.'2 A short interview to be used by non-psychiatrists should consist of a small set of screening questions to establish whether a disorder is likely to be present and a set of further "probe" questions, which are asked only if positive replies are obtained to the screening questions. Latent trait analysis is ideal in the development of such an interview as the screening questions can be chosen to relate to symptoms with low thresholds but good slopes and the probe questions to relate to those with high thresholds and adequate slopes.
In a recent latent trait analysis applied to data obtained from patients attending 15 general practitioners in Manchester we found that anxiety and depression accounted for all the common relations between their psychiatric symptoms.6 12 A score could be calculated for the position of each patient on the latent traits for anxiety and depression.'2 Our purpose was to derive a short interview to be used by general practitioners and physicians that would give results almost as good as those obtained by a psychiatrist using a standardised research interview.
Methods
The data set was drawn from a total of 427 patients. Those The next step was to devise cut off thresholds for each scale that would allow the clinician to ask the additional probe questions of as few patients as possible. On each scale this was done by cross tabulating scores on the screening questions with scores on the complete set of questions measuring the latent trait that we used in the Manchester study.6 12 Each possible threshold score was considered in terms of advantages (saved effort) and disadvantages (missing high scorers and administering probe questions to those who would turn out to have low total scores on the scale). It was then necessary to decide the cut off score on each of the new scales which best corresponded to the standards used by current research diagnoses. Generalised anxiety disorder was used as a criterion diagnosis for the anxiety scale, and major depressive disorder for the depression scale. Optimal thresholds were computed for each scale by trading off sensitivity against specificity.
The final step was to prepare a scale for use by nonpsychiatrists by describing symptoms in simpler, less technical language than in a research interview. Thus "subjective inefficient thinking" became "poor concentration," and "autonomic anxiety" was converted to a short checklist of common autonomic symptoms.
For each scale we computed two scores. The scale threshold, calculated by adding the positive responses to the core questions, determined whether the patient was to be asked the probe questions. The cut off score, calculated by adding the positive responses on the entire scale, indicated whether the patient was likely to have a clinically important disturbance of anxiety or depression.
Results
As all the patients had been asked all the questions on the scales thresholds could be identified for the number ofpositive responses to the screening questions to determine whether or not the patient needed to be asked the remaining questions on the scale. It 
the prevalence of affective illness in a particular population. The scales could also be administered by medical students to patients on the general wards of hospitals, to make the students more aware of the forms of affective illness common in this setting.
As these scales have been derived from questions administered by a psychiatrist during a research interview they cannot be assumed to perform equally well when administered by non-psychiatrists. Further studies in which patients in a general medical setting are interviewed on separate occasions by a nonpsychiatrist using the new scales and by a psychiatrist using a research interview will confirm the validity of the scales in non-specialist use.
USE OF THE SCALES ,N CLINICAL PRACTICE
The box shows the scales as they might be used by clinicians. Our original interview asked about symptoms experienced in the past month; this period seems realistic for patients in general medical settings. Symptoms that are no longer present, or that are present only in mild degree, should be ignored. Symptoms other than those mentioned here can be asked about, but the score should be obtained from only the symptoms mentioned in the scales. Each question is given the same score, but the items are given in order of increasing severity, so that symptoms further down each scale are encountered in patients with more severe disorders.
The cut off scores given here have been determined in general practice settings; possibly some upward revision may be necessary to obtain the best results among patients on medical or surgical wards. The scales can now be used in clinical settings and compared with results of diagnosis with more time consuming methods.
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Osteoarthritis is more common in women around the age of 50 than in men of the same age. ' The table shows the main results. Women in the osteoarthritis group reported a higher rate of hysterectomy (28%) than those in the rheumatoid arthritis group (14%) and population control groups (15% and 11%). The median time from hysterectomy to diagnosis was six years in the osteoarthritis group and four years in the rheumatoid arthritis group. Further gynaecological information was available for most of these women. Oophorectomy was reported by 24 out of 48 (50%) women with osteoarthritis and 10 out of 25 (40%) with rheumatoid arthritis. The commonest surgical indications were menorrhagia or fibroids or both (45 out of 57 (79%) with osteoarthritis and 18 out of 29 (62%) with rheumatoid arthritis). There was also a higher rate of dilatation and curettage (82 (42%) v 52 (26%)) and other gynaecological problems (1 10 (52%) v 75 (34%)) among the women with osteoarthritis.
The timing of hysterectomy in relation to the onset of disease was examined in the two arthritis groups. The crude relative risk of hysterectomy at least one year before referral to hospital for osteoarthritis was 2-8 (95% confidence interval 1 7 to 4-6). Using age at first symptoms did not alter the estimates. The relative risk adjusted for age was 2-9 (1 8 to 4 7); adjustment for other variables did not appreciably alter the estimate.
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